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Pedal-Cycle Injuries Among Children Aged <6 Years — 
Wisconsin, 2002-2004 


Measures to improve pedal-cycle* safety and increase 
helmet use often target school-age children rather than younger 
children (/), even though preschool children wearing helmets 
have fewer injuries (2) and are more likely to wear helmets in 
the future (3), compared with children who do not wear hel- 
mets. Children aged <6 years also use pedal cycles; whether 
they are passengers on a parent's bicycle, riding a tricycle or 
pedal car, or learning to ride a bicycle, these young cyclists 
often sustain injuries (/). To provide guidance for 
intervention strategies targeted to young children in Wisconsin, 
CDC and the Wisconsin Division of Public Health analyzed 
data collected from January 1, 2002 through December 31, 
2004, from all nonfederal emergency departments (EDs) and 


hospitals in Wisconsin regarding pedal-cycle injuries among 


children aged <6 years. This report describes the results of 


that analysis, which indicated that, during 2002-2004, a 
total of 2,046 ED visits by Wisconsin residents aged <6 years 
for pedal-cycle injuries occurred; for 1,305 (63.8%) of these 
visits, the primary diagnosis was a head or neck injury. These 
findings underscore the need for interventions designed to 
reduce head and neck injuries in the youngest users of pedal 
cycles. 

The Wisconsin Bureau of Health Information and Policy 
maintains data from ED visits and hospital discharges through 
a statewide mandatory reporting system for nonfederal hospi- 
tals. An injury event was defined as a 2002-2004 ED visit or 
hospitalization for a Wisconsin resident aged <6 years with an 
International Classification of Diseases, Ninth Revision, 
Clinical Modification code from 800 to 959 indicating injury 
as one of the diagnoses for the encounter and an E-code indi- 


cating an injury sustained by a rider or passenger on a pedal 





* Any wheeled, pedal-powered vehicle, including tricycles, bicycles, pedal cars 


and trailers or sidecars attached to these vehicles. 


cycle’ (4). In addition, the Wisconsin Vital Records Office 
collects mortality information for the state; pedal-cycle deaths 
were defined as reports with /nternational Classification of 
Diseases and Related Health Problems, Tenth Revision codes 
V10-V19 as the underlying or contributing cause of death. 
U.S. Census Bureau population estimates from 2002 were 
used to calculate incidence rates (5). The Barell Injury Diag- 
nosis Matrix was used to classify the primary diagnosis by 
body location and nature of the injury (6). Secondary diag- 
noses were excluded for the purpose of this analysis. For com- 
parison, the number and proportion of ED visits for head 
and neck injuries for Wisconsin children aged 6-18 years were 
calculated using the same methodology. In addition, for two 
areas, Port Washington (population: 10,518) and Milwaukee 
County (population: 934,352), the number of pedal-cycle— 
related ED visits and the proportion of head and neck 
injuries in residents aged <6 years were examined separately 


to determine whether a mandatory helmet law in Port 
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Washington and the urban environment of Milwaukee County 
influenced the number and types of pedal-cycle injuries (7,8). 
These areas were included in the state totals. 

During 2002-2004, a total of 546,950 ED visits associated 
with a child aged <6 years occurred; 116,395 of these visits 
listed an injury as the primary diagnosis. Of these injury vis- 
its, 2,046 (1.8%) were attributed to injuries resulting from a 
pedal-cycle crash, accounting for an annual incidence rate of 
16.7 per 10,000 population aged <6 years. Of these pedal- 
cycle injury visits, 1,305 (63.8%) were for a primary diagno- 
sis of head or neck injury, and 74 (3.6%) were for a primary 
diagnosis of traumatic brain injury. In comparison, 682,257 
visits to an ED associated with Wisconsin residents aged 
6-18 years occurred; 284,127 (41.6%) were for injuries. For 
this older population, 13,872 (4.9%) injury visits were for 
pedai-cycle injuries, and 4,290 (30.9%) of the pedal-cycle 
injury visits had a primary diagnosis of a head or neck injury. 
During 2002-2004, ED charges associated with the primary 
diagnosis of a pedal-cycle injury for patients aged <6 years 
totaled $1,093,258 ($654,636 for visits with the primary di- 
agnosis of a head and neck injury). Of the pedal-cycle injury 
ED visits for patients aged <6 years, 1,424 (69.6%) visits were 
for boys, and 622 (30.4%) visits were for girls. Injuries 


occurred more frequently during April-September (Figure 


gure 
The youngest patient was aged 11 months, and the number 
of visits increased with age (Table). Forty visits were attrib 
uted to a pedal-cycle crash with a motor vehicle in traffic; 23 
of these had a head injury as the primary diagnosis. Forty 
eight hospitalizations occurred (17 for head and neck inju 
ries), with charges totaling $439,860 ($151,853 for head and 


neck injuries). Traftic-related motor-vehicle crashes led to a 


FIGURE. Number of emergency department visits for 
pedal-cycle injuries among children aged <6 years, by sex and 
month — Wisconsin, 2002-2004 
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TABLE. Number of emergency department visits for pedal-cycle injuries, 


Wisconsin, 2002-2004 


by type of injury and age of patient — 





Age of patient (yrs) 





Type of injury 


2 





Head and neck 
Traumatic brain injury 
Fracture 
Internal organ 
Other head, face, and neck 
Fracture 
Open wound 
Superticial/Contusion 
Unspecified 
Non-head and neck 
Vertebral column injury 
Sprain/Strain 
Torso 
Fracture 
Dislocation 
Internal orgar 
Open wound 


ertic 


al/Contusion 


Upper extremities 
Fracture 
Dislocation 


n/Strain 


r extremities 


87 


4 


122 


12 
26 
29 

1 
77 
16 


63 

1 

27 

59 

1 

86 

1 

8 

0 ; 7 
31 606 860 2,046 





en hospitalizations. 


During 2002-2004, 


no 


aged <6 years died of pedal-cycle injuries. 


No differences were observed in injury rates between either 
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1 Wendel 
Editorial Note: During 2002-2004, Wisconsin children aged 
<6 years accounted for 2,046 ED visits for pedal-cycle inju- 
ries, and the primary diagnosis for nearly two thirds of these 
injuries was head or neck injury. Previous studies also have 
indicated that head injuries are the predominant category of 
injury in young pedal cyclists (/,9). Further study is needed 
to develop effective prevention strategies for young children 
to determine whether interventions targeted to children aged 
<6 years will provide a foundation for future safe cycling 


behaviors. 
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Measles — United States, 2005 


Measles is a highly infectious, acute viral illness that can be 
' ny 
complicated by severe pneumonia, diarrhea, and encephalitis 


ind can result in death. In the prevaccine era, approximately 


500,000 cases of measles occurred annually in the United States 
/). During 2005, local and state health departments reported 
CDC 66 confirmed cases of measles (incidence rate: less 


than one Case pel | million population ’ 34 ol which were 


from a single outbreak in Indiana associated with infection in 
1! ivelet 


| 
r returning to the United States. This report describes 


. ] | S ] 
epidemiology of U.S. measles cases in 2005 and docu 


nts the absence of endemic measles and the continued risk 
imported measles infections that can result in transmis 
sion within the United States. The findings underscore the 
need to maintain the highest possible measles vaccination cov 
erage in the United States and to adhere to recommendations 


] 


] 
regarding measies vaccination 


Case Classification 
In accordance with state laws and regulations, health-care 
providers, laboratories, and other health-care workers report 
measles cases to state and public health departments; this 
information is forwarded to CDC. Data on variables such as 
vaccination status, age, complications, transmission setting, 
References as : : 

. and serologic confirmation of cases also are collected. 

In 2005, of the 66 cases reported, 44 (66%) were confirmed 
by laboratory testing, including 19 with detection of both 
IgM antibodies and virus (by polymerase chain reaction, cul 


ture, or both) and 25 with only measles IgM detected. The 
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remaining 22 


(33%) were confirmed by meeting the clinical 
case definition* and by being linked epidemiologically to a 
laboratory-confirmed case. 

[wenty-four (36%) of the 66 infections were imported, 
including 17 (71%) in U.S. residents who acquired measles 
while traveling abroad and seven (29%) in non-U.S. residents 
who acquired the disease abroad and traveled to the United 
States. Measles was imported from 16 countries on four con- 
tinents.» Of the 24 patients with imported measles, eight 
(33%) were infectious during airline flights (i-e., rash onset 
occurred some time auring Chic pellou + Gays berore tnrougn 
¢ days after date of U.S. arrival). No secondary transmission 
was identified among flight crew members or passengers seated 
in the same row or the row in front of or behind the infectious 


person. 


: . « . ie 
Che other 42 (64%) cases were U.S. acquired,’ of which 38 


(90%) were import linked and four (10%) had unknown 
sources of exposure. | hirty-three (87%) of the 38 import 
linked cases were part of a single outbreak in Indiana, traced 
to exposure in Romania. Of the remaining five import-linked 
cases, two patients were linked to measles imported from 
Nigeria, and three were linked to only one other case. Over- 
all, 62 (94%) of the 66 cases in 2005 were determined to be 
import associated (i.e., either imported or U.S. acquired but 


import linked). 


Age and Sex Distribution 

Distribution of the 66 measles patients by age group was as 
follows: seven (10.6%) measles patients were aged <1 year, 
four (6.1%) 1—4 years, 33 (50%) 5-19 years, seven (10.6%) 
20-34 years, and 15 (22.7%) >35 years. Thirty-one (47%) 
patients were male, and 34 (52%) were female; the sex of one 


patient was not recorded. 





Geographic and Temporal Distribution 

The 66 cases were reported from 16 states. Five states 
reported more than two cases: Indiana (33 cases), New York 
(seven cases, including six from New York City), California 
(four cases), and Texas and Ohio (three cases each). 

Cases were reported during 28 of the 52 reporting weeks 
(Figure). The longest period during which no cases were 
reported was 8 weeks, from week 38 through week 45. The 
median number of cases reported per week was one (range: 
zero to 14 cases). The maximum number of cases reported 


) 
2) 


during a single week was 14 (week 


Vaccination Status 


Of the 66 persons with measles, one had been vaccinated 
with 2 doses of a measles-containing vaccine and seven (11%) 
with 1 dose; 50 (76%) were unvaccinated, and eight (12%) 
had unknown vaccination status (Table). Fifteen of the 17 
U.S. residents who acquired infection while traveling abroad 
had been eligible for vaccination with 2 doses of measles- 
containing vaccine, according to recommendations from the 


\dvisory Committee on Immunization Practices (ACIP) (4). 


FIGURE. Number of measles cases, by source of exposure 
and week — United States, 2005 








TABLE. Vaccination status of patients with measles, by 
source of exposure and residency status — United States, 
2005 

Vaccination 

status Visitor 





Imported 
U.S. resident U.S. acquired Total 


2 doses 0 1 1 
1 dose 2 7 
Unvaccinated v ¢ 37 50 
Unknown 2 4 2 8 
Total 42 66 
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However, four (27%) had been vaccinated with only 1 dose; 
eight (53%) had not been vaccinated (including three infants 
aged 11-12 months), and three (20%) had unknown vacci- 
nation status. Two of the 17 U.S. residents were ineligible 
because they were born before 1957 (one had not been vacci- 
nated; the other had unknown vaccination status). Of the seven 
visitors (non-US. residents) with imported measles, one (14%) 


0 


had been vaccinated with 1 dose; four (57%) had not been 
vaccinated (including one infant aged 8 months), and two 
29%) had unknown vaccination status. Among the 42 U.S.- 
acquired cases, one patient had been vaccinated with 2 doses; 
two (5%) patients had been vaccinated with 1 dose, and 37 
88%) had not been vaccinated (including 29 [69%] persons 
aged 1-19 years). The vaccination status of two patients (5%) 


Ss not known. 


Outbreaks 


During 2005, three measles outbreaks (i.e., with three or 
re epidemiologically linked cases) were reported to CD( 
hese outbreaks affected three states and accounted for 40 

of the 66 reported cases. An outbreak in Indiana with 

ses (including one Illinois resident) resulted from an un- 
vaccinated U.S. resident aged 17 years who returned home 
ifter acquiring measles infection in Romania. Of the 34 pa- 
in this outbreak, 32 (94%) were eligible for vaccina 

Of these, one patient aged 16 years had been vaccinated 
doses, a health-care worker aged 34 years had been 
ccinated with only | dose, and 28 (88%) patients aged | 
19 years had not been vaccinated, primarily because their par 


| 


re concerned about potential adverse events associated 


in “= nat n t t ‘Tt 
iccination. Va nation status for two patients, aged +5 


[wo other patients were ineli 


| | 


ecause of their ages: one was aged <12 months, und the 


ears, WaS UNKNOWN. 


is born before 1957 and presumed immune to measles 


T 

I 
j Ic ( ) 710 

r the school-age patients (aged 5—19 years), 20 1%) 

\ 


1 = 1 } j 
chooled at hom | hree pe rsons were hospitalized aul 


s outbreak, including the health-care worker, who was 
ted in the intensive care unit and recovered (5,6). 
econd outbreak was traced to a visitor aged 6 years from 
who was hospitalized in Ohio. Cases of measles in 
S. residents, an unvaccinated health-care worker and 
wccinated person ged 89 years, were linked to the hos 
etting. A third outbreak involved three U.S residents, 
idults and a child aged 20 months, who had traveled 
r to a family reunion in Mexico and might have been 
osed during air travel before returning to Texas. The adults 


en vaccinated; the child had not been vaccinated 


Viral Genotypes 

Five genotypes of measles virus were identified in specimens 

from 19 patients representing 11 importations. Genotype D4 
was identified in two travelers to France and Germany, two 
visitors from Romania and Yemen, and eight patients with 
U.S.-acquired measles linked to an imported case from 
Romania (the Indiana outbreak). Genotype B3 was identified 
in a refugee from Kenya and two of the three U.S. travelers to 
Mexico (7). Genotype D8 was identified in two U.S. resi- 
dents returning from India. Genotypes D6 and D9 were iso- 
lated from a foreign visitor from Armenia and a child returning 
from Indonesia, respectively. Measles viruses in the four 
U.S.-acquired cases with unknown sources were not 
genotyped. 
Reported by: G Dayan, MD, S Redd, P Rota, PhD, J Rota, MPH, 
W Bellini, PhD, Viral Diseases Div, National Center for Immunization 
and Respiratory Diseases (proposed); P Gould, MD, EIS Officer, CDC. 
Editorial Note: The epidemiology of measles in 2005 sup- 
ports previous conclusions that endemic transmission of 
measles has been eliminated in the United States (8,9). Measles 
incidence was low (less than one case per million population), 
measles cases were geographically isolated, and 95% of cases 
were linked to importations (i.e., internationally imported or 
U.S-acquired, import-linked cases). In addition, no predomi- 
nant and recurring viral genotype was detected, and the measles 
genotypes detected, in most circumstances, had been circu- 
lating within the country of presumed exposure (/0). 

Half of all the cases in 2005 are traceable to one unvacci- 
nated U.S. resident, who was infected during a visit to Roma- 
nia of less than 2 weeks. This outbreak was the largest 
documented in the United States since 1996. All but two of 


the 34 patients in this outbreak were unvaccinated. The out- 


break occurred because measles was imported into a popula- 


tion of children whose parents had chosen not to vaccinate 
their children because of safety concerns, despite evidence that 
that measles-containing vaccine is safe and effective (4). A 
major epidemic was averted because of high vaccination lev- 
els and a low rate of vaccine failure in the surrounding com- 
munity. The cost of containing this outbreak was estimated at 
$167,685 (5). This outbreak and other cases reported during 
2005 likely could have been prevented had existing ACIP vac- 
cination recommendations been followed (4). The index case 
traveler should have been vaccinated with 2 doses of measles- 
containing vaccine before departure; exposed school-age chil- 
dren and personnel working in health-care facilities also should 


lave Nad the recommended z doses de ore exposure. 
had th led 2 d bet | 
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The epidemiology of measles in 2005 highlights the need 
to maintain the highest possible measles vaccination coverage 
in the United States and to continue to address the concerns 
of those who choose not to be vaccinated or who choose not 
to vaccinate their children. Because 100% coverage in U.S. 
residents might never be achieved and because communities 
of unvaccinated persons continue to exist, accurate surveil- 
lance and rapid response to outbreaks are essential to prevent- 
ing widespread transmission of imported measles. Moreover, 
providing assistance to other countries to control measles glo- 
bally can limit the risk for imported measles in the United 
States. 
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Use of Cessation Methods Among 
Smokers Aged 16-24 Years — 
United States, 2003 


Smoking cessation among adolescent smokers is relatively 


rare, with approximately 15.6% of smokers aged 12-19 years 
quitting smoking in a 4-year period (approximately 4% per 
year) (/). Rates for failed quitting attempts among younger 
smokers are higher than those for adults (43%) (2), with 
approximately 58% of high-school smokers having tried to 
quit at least once for 1 day or longer in the preceding year (3). 


To track the history of quitting behavior among smokers aged 


16-24 years, Roswell Park Cancer Institute (Buffalo, New 
York) initiated the 2-year longitudinal National Youth Smok- 
ing Cessation Survey (NYSCS)* in 2003. This report sum- 
marizes key findings from the survey regarding lifetime use of 
smoking-cessation methods. The findings indicated that smok- 
ers aged 16-24 years who had tried to quit were more likely 
to use unassisted quitting methods than assisted quitting meth- 
ods; none of the unassisted methods are recommended by the 
Public Health Service (PHS) clinical guidelines for treatment 
of tobacco use and dependence, whereas most of the assisted 
methods are recommended for adults and have been deter- 
mined to be effective. Many youths aged 16-24 years are try- 
ing to quit smoking but often underestimate the rapid 
progression to tobacco dependence; therefore, PHS clinical 
practice guidelines for treating tobacco use and dependence 
recommend that certain clinical interventions proven to be 
effective among adults be used in youth-based approaches to 
cessation (4). In addition, other components of comprehen- 
sive tobacco-control programs also increase smoking cessation 
and should be implemented at CDC-recommended levels (5) 
to lower tobacco use among youths and adults. 

The 2003 NYSCS collected information on tobacco use 
and quitting practices through a random-digit—dialed, 
computer-assisted telephone interview survey of young smok- 
ers conducted by Westat (Rockville, Maryland) during June- 
November 2003. Persons aged 16-24 years who had smoked 
at least 20 cigarettes in their lifetimes and who had smoked at 
least once during the preceding 30 days were interviewed from 
randomly selected U.S. households with telephones. A total 
of 2,582 respondents completed the initial interview (69.6% 
response rate for all age-eligible smokers).’ Smokers who had 
ever tried to quit were asked about their knowledge of, the 
perceived availability of, and use of assisted and unassisted 
quitting methods. Assisted methods include medications or 
obtaining assistance from a person, class, telephone counse- 
lor, or website. Respondents who were knowledgeable about 
a specific assisted method and perceived that the method was 
available were then asked whether they had ever used that 
method. Respondents who had ever tried to quit also were 
asked about their use of unassisted methods to quit smoking, 
including using self-help strategies and educational methods, 
such as pamphlets/videos, exercising, and changing smoking- 
related behaviors (e.g., decreasing the number of cigarettes 


smoked or not buying cigarettes). 


z z 





* Funded by the Robert Wood Johnson Foundation, with additional analytical 
support provided by the National Cancer Institute and CD( 

Of 85,000 households in the sample, 60.0% responded, and 21.4% of the 
responding households had one or more persons aged 16-24 years. Respondents 
were given a reward for participation worth $20 (either a check, restaurant 


coupons, or a store gift certificate) 
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Data were weighted to represent the population of U.S. 
smokers aged 16-24 years, according to the 2001-2002 
lobacco Use Supplement to the Current Population Survey. 
lo ensure that respondents being analyzed were established 
smokers and had attempted to quit, only those who had 
smoked at least 100 cigarettes during their lifetimes and who 
had tried to quit smoking at least once were included in the 
analyses (1,827 respondents). Use of methods to quit also was 
examined by sex. 

Of the 13 assisted methods (Table 1), only one (talking with 
a nurse, doctor, or dentist) was used by at least 20% of this 
age group, whereas six of the 11 unassisted (i.e., not recom- 
mended by PHS guidelines) methods were each used by at 
least 36% of respondents (Table 2). The most commonly used 
unassisted strategy (decreasing the number of cigarettes 
smoked) was tried by 88.3% of young smokers. The remain- 
ing five frequently used unassisted strategies were not buying 
cigarettes (56.0%), exercising more (51.0%), trying to quit 


with a friend (47.5%), telling others they no longer smoked 

14.5%), and switching to light cigarettes (36.1%). 

Females (24.9%) were more likely than males (15.6%) to 
seek help from health professionals but less likely to have tried 
nicotine gum (14.4% versus 20.3%) (Table 1). Females 
52.1%) also were more likely than males (43.2%) to try to 
quit with a friend and to have used self-help pamphlets or 


videos (19.5% versus 12.5%). However, males (55.7%) were 


more likely than females (46.0%) to exercise more as a strat- 
egy to quit and to switch to chewing tobacco, snuff, or other 
tobacco products (18.0% versus 1.6%) (Table 2). 

Reported by: DC Barker, MHS, Barker Bi-Coastal Health Consultants, 
Calabasas, California. GA Giovino, PhD, Roswell Park Cancer Institute 
and SUNY Buffalo School of Public Health and Health Professions, 
Buffalo, New York. ] Gable, MS, Research Triangle Institute, Atlanta, 
Georgia. C Tworek, PhD, Center for Public Health Improvement and 
Innovation, Pacific Institute for Research and Evaluation, Calverton, 
Maryland. CT Orleans, PhD, Robert Wood Johnson Foundation, 
Princeton, New Jersey. A Malarcher, PhD, Office on Smoking and 
Health, National Center for Chronic Disease Prevention and Health 
Promotion, CDC. 

Editorial Note: The NYSCS results indicate that smokers aged 
16-24 years rely more on unassisted methods to try to quit 
than assisted methods recommended for adults by PHS clini- 
cal guidelines (4). The following six cessation methods are 
recommended by PHS for adults: 1) talk with a health profes- 
sional, 2) use nicotine-replacement products, 3) use bupropion, 
4) talk with a counselor, 5) attend a program or class, and 6) 
call a telephone helpline. Among NYSCS respondents, only 
20.1% who had ever tried to quit had ever spoken with a 
health-care professional about quitting, the most commonly 
used assisted method. Among adult smokers who had been to 
a health-care professional and tried to quit during a given year, 


61.8% were advised to quit using tobacco products (6). 


TABLE 1. Percentage’ of current smokers! aged 16-24 years who had tried to quit at least once in their lifetimes, by sex and type of 
assisted quitting method’ ever used — National Youth Smoking Cessation Survey, United States, 2003 





Overall 





Male Female 





Quitting method % (95% Ci") No.** 





% (95% Cl) No.*t % (95% Cl) 





Health professional 20.1 (+2.1) 
Nicotine gum 17.4 (+1.9) 
Nicotine patch 16.2 (+1.9) 
Bupropion 6.7 (+1.3) 
Counselor 4.8 (+1.0) 
Program/Class 2.9 (+0.8) 
Nicotine inhaler 2.6 (+0.8) 
Nicotine lozenge 2.4 (+0.8) 
Telephone helpline 2.1 (+0.7) 
Internet quit site 1.3 (+0.6) 
Acupuncture/Hypnosis 1.2 (+0.6) 3 
Support group 0.7 (+0.4) 6 
Nicotine spray 0.2 (+0.2) 3 


fo) 


(+2.7) 216 24.9 (+3.2) 
(+2.9) 131 14.4 (+2.6) 
(+2.7) 132 15.0 (+2.6) 
(+1.7) 63 8.2 (+2.1) 
( 
( 


= — 
INO UW 
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1.3) 62 5.8 (+1.6) 
+1.3) 2.3 (+1.0) 
(+1.2) 20 2.2 (+1.1) 
(+1.2) 15 1.9 (+1.0) 
(+0.9) 19 2.4 (+1.2) 
(+0.7) 10 1.4 (+0.9) 
(+0.7) 12 1.5 (+0.9) 
(+0.7) 6 0.6 (+0.5) 
0.3 (+0.4) 2 0.1 (+0.2) 


© 


“I ¢ 


Oo- = 
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* Weighted to represent the population of U.S. smokers aged 16-24 years, according to the 2001-2002 Tobacco Use Supplement to the Current Population 


Survey 


' Persons who reported having smoked >100 cigarettes during their lifetimes and smoking at least one cigarette during the preceding 30 days. 
All methods other than nicotine lozenge, Internet quit site, acupuncture/hypnosis, and support group are recommended in the 2000 Public Health Service 
clinical guidelines for treating tobacco use and dependence. The Food and Drug Administration approved nicotine lozenges for use in smoking cessation 


in 2002 


« ~ 
Confidence interval 


" Denominators varied. Health professional, counselor, program/class, telephone helpline, Internet quit site, support group: N = 933; nicotine gum, nicotine 
patch, nicotine inhaler, nicotine lozenge, nicotine spray: N = 934; bupropion: N = 929; acupuncture/hypnosis: N = 932 

' Denominators varied. Health professional, nicotine gum, nicotine patch, program/class, nicotine inhaler, nicotine lozenge, telephone helpline, acupuncture 
hypnosis, support group, nicotine spray: N = 893; bupropion, N = 889; counselor, Internet quit site: N = 892 
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TABLE 2. Percentage’ of current smokerst aged 16-24 years who had tried to quit at least once in their lifetimes, by sex and type of 
unassisted quitting method§ ever used — National Youth Smoking Cessation Survey, United States, 2003 





Overall 


Quitting method % (95% Ci") 


Male Female 
No.** % (95% Cl) % (95% Cl) 











Cut down on the amount of cigarettes you smoked 88.3 (+1.6) 
Stopped buying cigarettes 56.0 (+2.5) 
Exercised more 51.0 (+2.5) 
Tried to quit with a friend 47.5 (+2.5) 
Told others you no longer smoke 44.5 (+2.5) 
Switched to light cigarettes 36.1 (+2.5) 
Used pamphlets/videos 15.8 (+1.9) 
Switched to chewing tobacco, snuff, or other tobacco 10.1 (+1.5) 
Stopped hanging out with friends who smoke 8.4 (+1.4) 
Attended events (e.g., health fairs or Great American 

Smokeout) 5.5 (+1.1) 
Used herbal or alternative therapies 5.0 (+1.1) 


801 86.3 (+2.4) 90.5 (+2.1) 
516 55.2 (+3.6) 56.8 (+3.5) 
510 55.7 (+3.5) 403 46.0 (+3.6) 
412 43.2 (+3.5) 52.1 (+3.6) 
44.8 (+3.5) 409 44.2 (+3.6) 

34.6 (+3.4) 324 37.7 (+3.5) 

12.5 (+2.4) 19.5 (+2.9) 

18.0 (+2.7) 13 1.6 (+1.0) 

74 8.2 (+2.0) 82 8.6 (+2.1) 


39 4.3 (+1.5) 59 6.7 (+1.8) 
55 6.0 (+1.8) 33 3.9 (+1.4) 





* Weighted to represent the population of U.S. smokers aged 16-24 years, according to the 2001-2002 Tobacco Use Supplement to the Current Population 


Survey. 


T Persons who reported having smoked >100 cigarettes during their lifetimes and smoking at least one cigarette during the preceding 30 days 
§ None of these methods are recommended in the 2000 Public Health Service clinical guidelines for treating tobacco use and dependence 


‘| Confidence interval. 


** Denominators varied. Cut down on the amount of cigarettes you smoked; used pamphlets/videos; attended events: N = 933. Stopped buying cigarettes; 
exercised more; tried to quit with a friend; told others you no longer smoke; switched to light cigarettes; switched to chewing tobacco, snuff, or other 
tobacco; stopped hanging out with friends who smoke; used herbal or alternative therapies: N = 934 

tt Denominators varied. Cut down on the amount of cigarettes you smoked; exercised more; tried to quit with a friend; told others you no longer smoke; 
switched to light cigarettes; used pamphlets/videos; switched to chewing tobacco, snuff, or other tobacco; stopped hanging out with friends who smoke 
used herbal or alternative therapies: N = 893. Stopped buying cigarettes: N = 890. Attended events: N = 892 


Female respondents also were more likely than male respon- 
dents (24.9% versus 15.6%) to have talked with a health-care 
professional; this finding might be directly related to a differ- 
ence in the number of visits typically made by young males 
and females to health-care professionals, a difference that has 
been reported for adults (7). 

Use of certain unassisted strategies such as switching to light 


cigarettes or switching to chewing tobacco, snuff, or other 


tobacco products was common. The high proportion of 


respondents who tried to quit smoking by switching to light 


cigarettes (36.1% overall) or other tobacco products (18.0% 
among males) is a concern because such strategies might 
undermine successful cessation (8). 

The findings in this report are subject to at least two limita- 
tions. First, these nationally representative estimates apply only 
to smokers aged 16—24 years living in households with tele- 
phones. Second, respondents were asked to identify themselves 
as smokers or nonsmokers and did not submit to any bio- 
chemical validation; some smokers might not have identified 
themselves as such. During the initial questions of the inter- 
view, respondents were unaware that participation in the sur- 
vey was limited to smokers. 

Because of the lack of sufficient evidence regarding the 
effectiveness of interventions for smokers aged 16-24 years, 
persons such as public health practitioners and health-care 
providers who work with smokers in this age range should 
consult CDC's Youth Tobacco Cessation: A Guide for Making 


Informed Decisions, which summarizes what is known about 
tobacco-cessation interventions for youth and the role of these 
interventions in comprehensive tobacco-control programs (9). 
Clinical interventions that apply cognitive-behavioral 
approaches to behavior change seem the most promising (/0). 
Additional research is needed to find effective clinical cessa- 
tion interventions to help young persons stop smoking. For 
smokers aged <18 years, effective behavioral counseling ap- 
proaches are essential because the Food and Drug Adminis- 
tration has not approved the use of any pharmacotherapy (e.g., 
nicotine-replacement products or bupropion) for smoking 
cessation in this age group. As these potential interventions 
are being researched and developed, comprehensive tobacco- 
control programs, which also include nonclinical interven- 
tions such as increasing excise taxes, promoting smoke-free 
air policies, conducting media campaigns with other commu- 
nity-based interventions, providing insurance coverage for 
proven treatments, and establishing telephone helplines, should 
be fully implemented in every state and territory to prevent 
youths from starting to smoke and to help youths and adults 
stop smoking (5). 
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1983-1989 


New Responsibilities Bring New 
Challenges 


lhe growing momentum toward expanding ¢ Ms respon 
sibilities beyond infectious diseases gained strength during the 


1980s. lremendous advances in controlling infectious diseases 


j 
; 


ad dramatically reduced illness and death from many long 
nding health threats. In addition, the detrimental effects of 
hronic and other noncommunicable diseases on the nation’s 
were rapidly increasing. Programs to address cancer, 

: } | j 1 j j | 1 
urt disease, diabetes, and other leading killers became cen 
o CDC's focus. Yet, for much of this decade, a newly 


| 


ring infectious disease would demand the skills and tal- 


its of persons across the agency. These new responsibilities 
led to additional funding, programs, staff, and partnerships for 
the growing agency, while introducing a host of new 


" 
Ccnaiienges. 





[i commemoration of ¢ DO s 60th d 1nnit ersary, MMWR 
departing from its usual report format. This is the third in 
eries of occasional commentaries by directors of CDC. The 
lirectors were invited to give their personal perspectives on 
< i 
LJ J j 
the key public health achievements and challenges that 


occurred during their tenures. 











Preventing Chronic Diseases 


Among the most targeted causes of chronic diseases was 
smoking. Steps to reduce the harmful effects of tobacco prod- 
ucts had steadily increased throughout the U.S. Department 
of Health and Human Services (DHHS). CDC was heavily 
involved in these activities and faced pressures from industry 
and political fronts. In October 1984, Congress enacted the 
first major legislation on smoking and health in 15 years, the 
Comprehensive Smoking Education Act, Public Law 98-474. 
This legislation required stronger and more specific health 
warnings on all cigarette packages and advertisements and 
outlined specific responsibilities for DHHS. Among these were 
directives to expand activities on smoking and health and to 
issue a biennial report to Congress. In 1986, the DHHS 
Office on Smoking and Health was transferred to CDC and 
joined with CDC’s programs to produce the first of these 
reports, Smoking and Health: A National Status Report (1), pro- 
viding a comprehensive look at this important public health 
problem across national, state, and local levels. In his cover 
letter distributing the report to Congress, the Secretary of 
Health and Human Services urged all jurisdictions to adopt a 
minimum age of 18 years for persons to legally purchase 
tobacco products, stating that “Enactment and enforcement 
of such legislation could have a strong preventive effect on 
early uptake of cigarettes and other tobacco products.” 
Included in the report were findings that 12 states had no 
age-related tobacco restrictions, and 14 of those with such 
laws had set the minimum age for purchasing tobacco prod- 
ucts at younger than 18 years. The agency's expanding 
smoking-related programs advanced plans to create a chronic 
disease center at CDC, and in 1988, the Center for Chronic 


Disease Prevention and Health Promotion became a reality. 


Focus on Injury and Violence 

CDC's programs to prevent injury and violence also were 
gaining prominence. As had been shown with chronic dis- 
eases, many of the same tools that had long proven effective 
in preventing and reducing infectious diseases (e.g., surveil- 
lance, epidemiologic research, education, and communication) 
could be used to address both unintentional and intentional 
injuries. In 1985, the Institute of Medicine published a report, 
Injury in America: A Continuing Public Health Problem (2), 
drawing attention to and recommending steps to stem this 
rising public health problem; among these steps was the 
establishment of a center for injury control at CDC. Broad- 
ening their expertise, CDC’s violence program within the 
Center for Health Promotion and Education joined with 
CDC's injury program in 1986 to become the Division of 


Injury Prevention and Control in the Center for Environmental 
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Health. Through this division, CDC undertook additional 


steps to address these alarming threats (e.g., homicide, sui- 


cide, and motor-vehicle traffic deaths), including funding of 


injury control research centers at universities throughout the 
country to conduct research in prevention, acute care, and 
rehabilitation. These measures paved the way for establish- 
ment of the National Center for Injury Prevention and 
Control at CDC in 1992. 


Agent Orange Studies 

As Bill Foege described in his Director’s Perspective (3), 
CDC's expanding work toward reducing noninfectious health 
conditions brought with it many new challenges. Under leg- 
islation enacted in 1979 and 1981, Congress directed the Vet- 
erans Administration (VA) to conduct investigations into the 
health of U.S. Vietnam veterans in response to growing con- 
cerns from veterans that exposure to the defoliant mixture 
“Agent Orange,” used widely in Vietnam, had affected their 
health and that of their children. In January 1983, CDC was 
assigned responsibility through an interagency agreement with 
the VA for designing, conducting, and analyzing data from 
these studies. Under authorization from Congress, CDC 
began three epidemiologic studies: the Agent Orange Expo- 
sure Study designed to evaluate the long-term health effects 
of exposure to herbicides, particularly Agent Orange, among 
Vietnam veterans; 2) the Vietnam Experience Study, a com- 
prehensive study examining the occurrence of adverse health 
effects among Vietnam veterans; and 3) the Selected Cancers 
Study to determine whether Vietnam veterans were at increased 
risk for certain types of cancers possibly related to exposure to 
dioxin, a contaminant found in Agent Orange. 

The Agent Orange Exposure Study was abandoned as 
unfeasible in 1987. Validation testing in a sample of veterans 
who served in Vietnam at the time and location of heaviest 
Agent Orange spraying found that none of the indirect meth- 
ods for assessing exposure showed any meaningful association 
with current levels of dioxin in blood. Moreover, no method 
could be identified for using military records or self-reported 
exposure to distinguish between U.S. Army ground combat 
troops who were and were not exposed to Agent Orange in 
Vietnam. 

The Vietnam Experience Study went beyond herbicide 
exposure to examine many factors that could have adversely 
affected Vietnam veterans, including the psychological stresses 
of war, possible exposure to various infectious diseases, repro- 
ductive outcomes, and possible misuse of drugs and alcohol. 
The study involved more than 7,000 men who had served in 
Vietnam during 1965-1971 and a similar number of veter- 


ans who had served elsewhere during the same period. The 


study found that the Vietnam veterans more frequently 


reported health problems for themselves and their children, 
compared with the non-Vietnam veterans, but very few dif- 
ferences between the two groups were found on medical and 
laboratory examinations, including hospital birth records. 
However, problems such as depression, anxiety, and combat- 
related post-traumatic stress disorder were found to be more 
common among the Vietnam veterans (4). 

The Selected Cancers Study assessed the risk for non- 
Hodgkin's lymphoma, soft tissue sarcoma, Hodgkin's disease, 
nasopharyngeal cancer, and primary liver cancer among 
Vietnam veterans. Compared with men who did not serve in 
Vietnam, Vietnam veterans had an increased risk for non- 
Hodgkin’s lymphoma but not for the other four cancers. 
Among those with non-Hodgkin's lymphoma, however, little 
difference could be found with respect to their reporting of 
experiences that might have been associated with increased 
their risk for exposure to Agent Orange. Although CDC 
remained focused on reporting the evidence and the limita- 
tions in its interpretation, controversy surrounded these 
studies and their findings. 


Emergence of AIDS Brings Unprecedented 
Public Health Conflict 

The formidable challenges presented by CDC’s broadening 
responsibilities underscored the importance of strictly adher- 
ing to science in presenting findings and developing policy. 
This lesson would prove even more critical as a new infectious 
disease began emerging in young, homosexual men in the 
United States, challenging the public health community in 
unforeseen ways and eventually changing world health. Fully 
entrenched by the time it was recognized in 1981, the disease, 
eventually given the name acquired immunodeficiency syn- 
drome (AIDS), reintroduced the public to fear of infectious 
diseases and divided the country across social, religious, and 
political lines. 

Before AIDS, public fear of infectious diseases had largely 
subsided because of the availability and widespread use of vac- 
cines and antibiotics. Many believed most infectious diseases 
were curable and no longer life-threatening, affording a new 
level of health not enjoyed by previous generations. AIDS 
abruptly corrected this misperception (Figure 1), emerging as 
a new health threat with devastating consequences and a host 


of medical, ethical, legal, and economic implications. 


Developing Evidence-Based Guidelines 
Not only was the new condition baffling, the myriad asso- 
ciated diseases, termed “opportunistic infections” because they 


were usually only seen in persons with drug-suppressed or 
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FIGURE 1. Rate* of infectious disease mortality, by year — 
United States, 1900-1996 
1918 influenza 

pandemic 





Year 


SOURCE: Armstrong GL, Conn LA, Pinner RW. Trends in infectious 
jisease mortality in the United States during the 20th century. JAMA 
1999:°281:61 6 


* Per 100,000 population 


othe rwise severely compromised immune systems, were unfa- 
miliar to most physicians and scientists. However, within 1 year 
of the first case reports, a case definition had been developed 
ind all major routes of transmission had been identified. In 
March 1983, CDC published the first set of guidelines for 
preventing the disease (5). Based on the best available science 
t the time, these recommendations proved essentially correct 
ind have not been revised significantly. 

In 1984, the cause of the disease was determined to be a 
previously unrecognized retrovirus, first termed human 
[-lymphotropic virus type III/lymphadenopathy-associated 
rus (HTLV-III/LAV) and later renamed human immuno- 


leficiency virus (HIV). In March 1985, a test to detect anti- 


4 
bodies to the virus was licensed by the Food and Drug 


Administration (FDA) for use in screening donated blood and 
plasma. Although the test was not approved for individual 
testing, public health officials recognized that many at-risk 
persons would seek testing al blow rd banks to learn their infec- 
tion status. By this time, sufficient funds had been authorized 
by Congress to enable CDC to begin funding AIDS preven- 
tion activities in state and local health departments. Through 
cooperative agreements, CDC awarded funds to 55 state and 
local health departments to establish alternate testing sites for 
it-risk persons to obtain antibody tests free of charge outside 
the blood-bank setting. Such sites were established both to 
decrease potential false-negative donations and to ensure that 
persons wishing to be tested would receive appropriate pre- 
and post-test counseling and referrals. Use of the antibody 
test for individual testing was approved by FDA in 1986. The 


ability to test persons for the virus offered new opportunities 
for prevention and for treatment to possibly delay the onset 
of the disease. Unfortunately, this medical advancement also 
unleashed a new set of fears among an already stigmatized 
population, especially regarding increased discriminatory 
actions related to education, employment, health care, and 
insurance. 

Scientifically, these early years of AIDS were characterized 
by unprecedented progress toward understanding a new, highly 
complex infectious disease. In 1985, the first AIDS confer- 
ence was held, and the World Health Organization formed a 
network of AIDS collaborating centers. By the end of 1986, 
CDC had published nearly 100 MMWR reports related to 
AIDS. These reports included recommendations to prevent 
transmission of the virus through transfusions, transplants, 
patient care, and perinatal exposure; workplace and school- 
based guidelines; and critical reports from state and local health 
departments outlining the epidemic’s impact in their areas. 
CDC's AIDS surveillance programs were among the most 
comprehensive disease-tracking measures ever undertaken. 
[hese programs yielded data that highlighted growing 
epidemics outside of major metropolitan areas and among mi- 
nority populations, allowing for more targeted prevention 


measures and funding. 


Fear Affects Public Policy 


Despite solid scientific advances, no epidemic in history has 
engendered a greater level of controversy. Divisive views over 
the epidemic’s earliest and most severely affected populations, 
homosexual/bisexual men and intravenous drug users, 
undoubtedly hindered progress on many fronts, including risk 
communication and funding for prevention and research. 
Some in Congress claimed that AIDS spending was exorbi- 
tant, disproportional to the magnitude of the problem, while 
others argued that inadequate funding was slowing research 
on testing, treatment, and vaccine development. The public 
also became involved in these disputes, disagreeing on trans- 
mission risks, populations that should be tested, and restric- 
tions on infected persons. The media fueled their interests. In 
describing results from a 1985 poll of more than 2,000 per- 
sons, the New York Times reported that “51 percent of the 
respondents supported a quarantine of acquired immune 
deficiency syndrome patients, 48 percent would approve iden- 
tity cards for those who have taken tests indicating the pres- 
ence of AIDS antibodies, and 15 percent supported tattooing 
those with AIDS” (6). 

Although these arguments were vocalized as focusing on 
rights of the public versus rights of AIDS patients, in reality 


they were driven by fear. The medical and scientific 
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community had difficulry communicating the risks associated 


with this new disease with the same level of certainty demanded 


by the public. Studies conducted among family members of 
AIDS patients had provided strong evidence of the lack of 


transmission from casual contact. However, many persons, 
including lawmakers, believed otherwise and were not readily 
dissuaded. 

In particular, school attendance by children with AIDS was 
the subject of intense debate. CDC’s 1985 recommendations 
on education and foster care for children with HIV/AIDS 
stated that decisions regarding the type of education and care 
setting for infected children should be made on an individual 


basis but that “For most infected school-aged children, the 


benefits of an unrestricted setting would outweigh the risks of 


their acquiring potentially harmful infections in the setting 
and the apparent nonexistent risk of transmission of HTLV- 
IIt/I AV” (7). Soon after the release of these guidelines in late 
August 1985, the Washington Post ran an op-ed piece entitled, 
“Worry about the Survival of Society First; Then AIDS 
Victims’ Rights,” which was picked up by newspapers across 
the country (8,9). Playing to the public's fear and skepticism, 
the editorial argued that many of the laws that had been 
enacted to protect AIDS patients from discrimination were 
misguided and cited CDC's recent guidelines as remiss. 

In many areas of the country, these recommendations were 
met with staunch opposition. In Florida, the parents of three 
HIV-infected hemophilic sons, Ricky, Robert, and Randy Ray, 
were plaintiffs in a federal lawsuit against their local school 
board to allow their children to attend public school. A week 
after the court's ruling in favor of the Rays, their home was 
burned down. In Indiana, the experiences endured by a young 
man named Ryan White would ultimately change public opin- 
ion on AIDS throughout the world and lead to specifically 
designated federal resources for AIDS patients through the 
1990 Ryan White Comprehensive AIDS Resources Emergency 
(CARE) Act. 

At CDC, measures to expand surveillance and case report- 
ing and to develop new prevention guidelines required dedi- 
cated consensus building that went beyond the medical and 
scientific community to include affected persons, special 
interest and political groups, and the public. Throughout these 
processes, CDC worked to ensure that these new recommen- 
dations and guidelines reflected the best available science, a 
commitment that has served public health well. For example, 
CDC’s 1988 recommendations for preventing HIV transmis- 
sion in health-care settings (/0) recommended that blood and 
certain body fluids from every single patient be viewed as 
potentially infectious for HIV or other bloodborne patho- 
gens. These guidelines became known as “universal blood and 


body fluid precautions” or “universal precautions” and led to 


permanent changes in health-care practices throughout the 


world. 


Strengthening State and Local Public 
Health Infrastructures 


By the mid-1980s, both funding and political support were 


available to launch widespread public information campaigns, 


viewed as critical in stemming the epidemic and enabling those 
already infected to receive treatment and other services. CDC’s 
National AIDS Hotline was started in 1983 to enhance sur- 
veillance for the disease, but its role quickly expanded to ad- 
dress the urgent need for disseminating accurate and timely 
information. In 1987, CDC established the National AIDS 
Clearinghouse to distribute printed materials on AIDS. The 
same year, CDC launched America Responds to AIDS, a sub- 
stantial, nationwide public information campaign that had 
been developed through extensive formative research (//). 
Over the next 4 years, five separate phases of informational 
materials were developed and released to the general public, 
ranging from basic information on the disease to specific in- 
formation for different risk groups. The largest of these came 
in 1988, when more than 107 million copies of the brochure 
Understanding AIDS were delivered to homes and residential 
post office boxes in the United States (Figure 2). A Spanish- 
language version also was distributed in Puerto Rico and other 
predominantly Spanish-speaking areas. The brochure, devel- 
oped by CDC in consultation with Surgeon General C. Everett 
Koop, other health experts, and public citizens, marked the 
first time the federal government had attempted to contact 
every resident directly by mail regarding a public health prob- 
lem (/2). Koop’s open stance against smoking had made him 
a well-recognized public health official, and his commitment 
to educating the public on HIV/AIDS made him a highly 
effective and credible spokesperson in this effort. 

In addition to expanded funding for AIDS surveillance and 
prevention activities at state and local health departments, 
CDC began funding national and regional minority organi- 
zations, community-based organizations, and the faith-based 
community for these activities in 1988-1989. This increased 
funding for extramural activities is reflected in CDC’s budget 
for those years, which nearly tripled from fiscal years 1983- 
1989 (Figure 3) without a commensurate increase in full-time 
employees (Figure 4). The systems and services developed and 
implemented in response to the AIDS epidemic helped build 
and maintain public health infrastructures at multiple levels 
and would improve capabilities and serve as a model for other 
disease detection and prevention measures. 

During 1981-1989, more than 100,000 cases of AIDS in 
the United States were reported to CDC, approximately one 
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FIGURE 2. CDC’s Understanding AIDS brochure, mailed to 
each U.S. home and residential post office box in 1988 
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them in 1989 alone (/3). Although cases were 


ported from all 50 states, the District of Columbia, and 


four U.S. territories, two thirds of the 


cases were reported trom 

e states: New York, New Jersey, Florida, Texas, and Califor 

n addition, although the epidemic had spread beyond 

st risk groups of homosexual/bisexual men and in 

enous drug users, these groups continued to account for 
arilv YO of cases 

loday, the epidemics global impact is staggering, with nearly 

10 million persons living with HIV throughout the world 

un 


14). The tear of the disease that so adversely affected the U.S. 


response during the early years of the epidemic has largely 


subsided 


in this country, dissolving much of the resistance to 
new policies and procedures and enabling better acceptance 
ind delivery of new prevention and treatment strategies. A 
clear « <ample of this change is reflected in CDC’s new HIV- 
esting recommendations (/5). Published in September 2006, 

se evidence-based recommendations call for nearly univer- 

testing of patients in health-care settings, a strategy that 
would not have been possible to put forward as recently as a 


' 
ae ide igo. 


FIGURE 3. CDC funding levels, by fiscal year, 1983-1989 
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FIGURE 4. Number of full-time CDC employees, by fiscal year, 
1984-1989 
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In many of the world’s most heavily affected regions, how- 
ever, fear and lack of education about the disease continue to 
impede prevention measures and stigmatize infected persons. 
As new funding and partners are united globally to address 
the pandemic, primary prevention measures must first focus 


on ending the fear. 


An Expanded Agency 

Change, expansion, and growing domestic and international 
visibility characterized CDC's fourth decade. Exacting science 
and honest risk communication proved to be the agency's most 
effective prevention tools. Lessons learned from past successes 
and challenges will serve CDC w ell as its roles and responsi- 
bilities toward protecting the nation’s health continue to 


expand. 
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Update: Influenza Activity — 
United States, 
October 1-December 9, 2006 
During October 1—-December 9, 2006, influenza activity 
remained low in the United States overall but increased in 


southeastern states. This report summarizes U.S. influenza 


activity* since October 1, the beginning of the 2006-07 


influenza season, and updates the previous summary (/). 


Viral Surveillance 

During October 1—December 9, 2006," the World Health 
Organization (WHO) and National Respiratory and Enteric 
Virus Surveillance System collaborating laboratories in the 
United States tested 27,474 specimens for influenza viruses, 
and 884 (3.2%) were positive (Figure 1). Of these, 689 
(77.9%) were influenza A viruses and 195 (22.1%) were 
influenza B viruses. A total of 171 (24.8%) of the 689 influ- 
enza A viruses were subtyped; 162 (94.7%) of these were 
influenza A (H1) viruses, and nine (5.3%) were influenza A 
(H3) viruses. Influenza-positive tests were reported from 37 
states in all nine surveillance regions; 441 (49.9%) of the 884 


positive tests were reported from Florida. 





* The CDC influenza sury 


1 


illance system has seven components: 1) World Health 
Organization and National Respiratory and Enteric Virus Surveillance System 
collaborating laboratories, 2) U.S. Influenza Sentinel Provider Surveillance 
Network, 3) state and territorial epidemiologist reports, 4) 122 Cities Mortality 
Reporting System, 5) Emerging Infections Program, 6) New Vaccine 
Surveillance Network, and influenza-associated pediatric mortality reports 


As of December 13, 2006; reporting is incomplete 


FIGURE 1. Number* and percentage of respiratory specimens 
testing positive for influenza reported by Worid Health 
Organization and National Respiratory and Enteric Virus 
Surveillance System collaborating laboratories, by type and 
week — United States, October 1-December 9, 2006? 


7 N = 27,474 
As of December 13, 2006 
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Antigenic Characterization 

States are requested to submit a subset of their influenza 
isolates to CDC for further antigenic characterization. Since 
October 1, 2006, CDC has antigenically characterized 28 
influenza viruses collected and submitted by U.S. laborato- 
ries, including 10 influenza A (H1) isolates from six states, 


luenza A (H3) isolate, and 17 influenza B viruses from 


one int 
four states. Eight of the 10 influenza A (H1) viruses were char- 
wcterized as A/ New Caledonia/20/99-like, the influenza A (H1) 
component of the 2006-07 influenza vaccine, and two showed 
reduced titers with ferret antisera produced against A/New 
Caledonia/20/99. The influenza A (H3) virus was character- 
ized as A/ Wisconsin/67/2005-like, the influenza A (H3) com- 
ponent of the 2006-07 influenza vaccine. Influenza B viruses 
currently circulating can be divided into two antigenically 
distinct lineages represented by B/Victoria/02/87 and B/ 
Yamagata/16/88. The influenza B component of the 2006- 
07 influenza vaccine is B/Ohio/01/2005, which belongs to 
%) of the 17 influ- 


enza B viruses characterized belong to the B/Victoria lineage 


the B/Victoria lineage of viruses. Six (35.3 


of viruses; three were similar to B/Ohio/01/2005, and three 
had reduced titers with antisera produced against B/Ohio/ 
01/2005. Eleven (64.7%) of the 17 influenza B viruses char- 
terized belong to the B/Yamagata lineage of viruses. Nine 

8%) of the 11 influenza B/Yamagata viruses were received 


1 a single state. 


Influenza-Like Illness (ILI) Surveillance 
During the current influenza surveillance season, weekly 
entages of patient visits for ILIY reported by approximately 
00 U.S. sentinel providers in 50 states, New York City, 


icago, and the District of Columbia have ranged from 1.1% 


Sa , 
9 During the week ending December ‘ 


), the percent- 
of patient visits for ILI was 1.9%, which is below the 
national baseline of 2 


reported ILI above their region-specific baselines this season. 


oO . ° 
1%" (Figure Iwo regions have 
or the week ending December 9, the East South Central 
region reported that 2.6% of patient visits were for ILI, com- 
pared with its baseline of 2.4%; the West South Central 


region reported 3.2%, compared with its baseline of 3.0%. 





than influenza 
ntage of visits for ILI 
two standard 
ot specimens 
of patient visits 


ational baseline 


FIGURE 2. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by 
week — United States, 2004-05, 2005-06, and 2006-07* 
influenza seasons 


2006-07 
2005-06 
2004-05 


National baseline 


Percentage 


* As of December 13, 2006 
The national baseline was calculated as the mean percentage of visits for 
ILI during non-influenza weeks for the preceding three seasons plus two 
standard deviations. A non-influenza week is a week during which <10% 
of specimens tested positive for influenza. National and regional percent- 
ages of patient visits for ILI are weighted on the basis of state population 
Use of the national baseline for regional data is not appropriate 


These reports marked the second week that the East South 
Central region has been at or above baseline and the fifth 


consecutive week for the West South Central region. 


State-Specific Activity Levels 


During the week ending December 9, 2006, influenza 


activity was reported as widespread** in one state (Florida) 
(Figure 3). In addition, three states reported regional activity 
(Alabama, Georgia, and South Carolina); seven states reported 
local activity (Connecticut, Hawaii, Louisiana, Massachusetts, 
Mississippi, Oklahoma, and Tennessee); New York City and 
30 states reported sporadic activity (Alaska, Arizona, Arkan- 
sas, California, Colorado, Delaware, Kentucky, Idaho, Illinois, 
Indiana, lowa, Maryland, Michigan, Minnesota, Montana, 
New Hampshire, New York, North Carolina, North Dakota, 
Ohio, Oregon, Pennsylvania, Rhode Island, Texas, Utah, 





1 \ , . , 
els of activity are 1) no activity; 2) sporadic: isolated laboratory-confirmed 


V 
influenza cases or a laboratory-confirmed outbreak in one institution, with 
no increase in activity; 3) /ocal: increased ILI, or at least two institutional 
outbreaks (ILI or laboratory-confirmed influenza) in one region with recent 
laboratory evidence of influenza in that region; virus activity no greater than 
sporadic in other regions; 4) regional: increased ILI activity or institutional 
outbreaks (ILI or laboratory-confirmed influenza) in at least two but less 
than half of the regions in the state with recent laboratory evidence of influenza 
in those regions; and 5) widespread: increased ILI activity or institutional 
outbreaks (ILI or laboratory-confirmed influenza) in at least half the regions 


in the State with recent laboratory evidence of influenza In the state 
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FIGURE 3. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, ite os +4 
week ending December 9, 2006 theca 


hospitalizations have been reported from either network yet 








| 
= 








*Levels of activity are 1) no activity, 2) sporadic: isolated laboratory- 
confirmed influenza cases or a laboratory-confirmed outbreak in one 
institution, with no increase in activity; 3) /ocal: increased influenza-like 
iliness (ILI), or at least two institutional outbreaks (ILI or laboratory- 
confirmed influenza) in one region with recent laboratory evidence of in- 
fluenza in that region; virus activity no greater than sporadic in other 
regions; 4) regional: increased ILI activity or institutional outbreaks (ILI or 


Pneumonia- and Influenza-Related 
Mortality 


For the reporting week December 3—9, 2006, pneumonia 
and influenza (P&I) was listed as an underlying or contribut- 
ing cause of death for 6.3% of all deaths reported through the 
122 Cities Mortality Reporting System (Figure 4). During 
the current influenza season, the weekly percentage of deaths 
attributed to P&I has ranged from 5.6% to 6.3% and has not 


exceeded the epidemic threshold for any week.» 





NVSN conducts surveillance in Monroe County, New York; Hamilton 
County, Ohio; and Davidson County, Tennessee. NVSN provides population 
based estimates of laboratory-confirmed influenza hospitalization rates in 
children aged <5 years admitted to NVSN hospitals with fever or respiratory 
symptoms. Children are prospectively enrolled, and respiratory samples are 
collected and tested by viral culture and reverse transcription—polymerase chain 
reaction (RT-PCR). EIP conducts surveillance in 60 counties associated with 
12 metropolitan areas: San Francisco, California; Denver, Colorado; New 
Haven, Connecticut; Atlanta, Georgia; Baltimore, Maryland; Minneapolis 
St. Paul, Minnesota; Albuquerque, New Mexico; Las Cruces, New Mexico; 
Albany, New York; Rochester, New York; Portland, Oregon; and Nashville, 


laboratory-confirmed influenza) in at least two but less than half of the Tennessee. EIP conducts surveillance for laboratory-confirmed, influenza 
regions in the state with recent laboratory evidence of influenza in those 
regions; and 5) widespread: increased ILI activity or institutional outbreaks 
(ILI or laboratory-confirmed influenza) in at least half the regions in the 
state with recent laboratory evidence of influenza in the state 


related hospitalizations in persons aged <18 years. Hospital laboratory and 
admission databases and infection-control logs are reviewed to identify children 
with a positive influenza test (i.e., viral culture, direct fluorescent antibody 
issavs, RT-PCR, or a commercial rapid intigen test) from testing conducted 


iS a part of their routine care 


Virginia, Washington, West Virginia, Wisconsin, and rhe seasonal baseline proportion of P&I deaths is projected using a robust 
ae , : : . ay ° . regression procedure in which a periodic regression model is applied to th 
Wyoming); and the District of Columbia and nine states ; ago veahee ,.guerrncinn 

/ z observed percentage of deaths from P&I that were reported by the 122 Cities 
reported no activity (Kansas, Maine, Missouri, Nebraska, Mortality Reporting System during the preceding 5 years. The epidemic 
Nevada, New Jersey, New Mexico, South Dakota, and hreshold is 1.645 standard deviations al he seasonal baseline. 


Vermont). Regional influenza activity was reported for the 


first time this season during week 44 (by North Carolina), 
and widespread activity was reported for the first time during 

' FIGURE 4. Percentage of all deaths attributed to pneumonia 
obs and influenza reported by the 122 Cities Mortality Reporting 
spread influenza activity has been reported by only six states System, by week and year — United States, week ending 
(Alabama, Florida, Georgia, Mississippi, North Carolina, and December 9, 2006 


South Carolina), all in the southeastern area of the country. 


week 47 (by Alabama). To date this season, regional or wide- 


Influenza outbreaks have been reported by Alabama, Florida, 
and North Carolina, with most cases occurring among 


children. 


Influenza-Associated Pediatric 
Hospitalizations 

Pediatric hospitalizations associated with laboratory- 
confirmed influenza infections are monitored by two 
population-based surveillance networks, the Emerging Infec- 
tions Program (EIP) and the New Vaccine Surveillance 
Network (NVSN). No influenza-associated pediatric 
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Influenza-Related Pediatric Mortality 


No influenza-related pediatric deaths have been reported 
through the National Notifiable Diseases Surveillance System 
for the 2006-2007 influenza season. 

Reported by: WHO Collaborating Center for Surveillance, 
Epidemiology, and Control of Influenza. L Blanton, MPH, L Brammer, 
MPH, S Wang, MPH, A Postema, MPH, T Wallis, MS, D Shay, 
MD, ] Bresee, MD, A Klimov, PhD, N Cox, PhD, Influenza Div, 
National Center for Immunization and Respiratory Diseases proposed), 
iby 

Editorial Note: During October 1—-December 9, 2006, the 
United States experienced a low level of influenza activity. 
Widespread and regional activity was reported in only six states 
in the southeastern area of the country. Outbreaks were 
reported primarily among children in Alabama, Florida, and 
North Carolina. Influenza virus isolates have been reported 
in all nine surveillance regions in the United States. Patient 
visits for ILI, represented by the Sentinel Provider Surveil- 
lance Network, and P&I mortality, represented by the 122 
Cities Mortality Reporting System, have not exceeded national 
baseline levels. In addition, no influenza-associated hospital- 
izations from the EIP or NVSN surveillance systems have been 
reported to CDC and no influenza-related pediatric deaths 
have been reported through the National Notifiable Diseases 
Surveillance System. 

Vaccination is the best method for prevention of influenza 
ind its potentially severe complications. Although the opti- 
mal months for influenza vaccination are October and 
November, vaccination in December and beyond is recom- 
mended because influenza activity peaks in January or later 
during most seasons (2). The degree of antigenic match 
between the current vaccine strains and strains that will circu- 


late this season will be determined as more strains become 


wailable for analysis. To date, influenza A (H1) viruses have 


been reported most frequently, and the majority of influenza 


\ (H1) viruses characterized are well matched by the vaccine. 


Influenza vaccine can be administered to any person who 
wants to reduce the likelihood of becoming ill with influenza. 
Annual influenza vaccination is particularly targeted toward 
persons at increased risk for influenza-related complications 
and severe disease (e.g., children aged 6-59 months, pregnant 
women, persons aged >50 years, and persons aged 6 months- 
49 years with certain chronic medical conditions) and their 
close contacts (e.g., health-care workers and household con- 


tacts of persons at increased risk, including contacts of chil- 


dren aged <6 months) (2). In addition, all children aged 


6 months to <9 years who have not been previously vacci- 
nated at any time should receive 2 doses of influenza vaccine 
(2). Vaccine should be offered throughout the influenza sea- 
son, even after influenza activity has been documented in the 
community. 

Influenza surveillance reports for the United States are posted 
online weekly during October—May and are available at 
http://www.cdc.gov/flu/weekly/fluactivity.htm. Additional 
information regarding influenza viruses, influenza surveillance, 
the influenza vaccine, and avian influenza is available at http:// 


ww w.cdc.gov/flu. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Age-Adjusted Death Rates* for Leading Causes of Injury Death,t by Year — 
United States, 1979-2004 





— Motor-vehicle traffic 
Firearm 
—-— Poisoning 


Death rate 





“Per 100,000 population 

' Coded according to the /nternational Classification of Diseases, Ninth Revision, 

during 1979-1998 and according to the Tenth Revision during 1999-2004 

Additional information regarding classification of deaths according to intent and 

mechanism is available at http://www.cdc.gov/nchs/data/nvsr/nvsr54 

nvsr54_10.pdf 
During 1979-2004, the three leading causes of injury death in the United States were motor-vehicle traffic, 
firearm, and poisoning (including drug overdose). In 2004, for the first time since 1968, when such data first 
became available, the number of reported poisoning deaths (30,308) and the age-adjusted poisoning death 
rate (10.3 per 1000,000 population) exceeded the number of firearm deaths (29,569) and the firearm death 
rate (10.0), respectively. During 1999-2004, the poisoning death rate increased 45%, whereas the firearm 
death rate declined 3%; during the same period, no change occurred in the rate (14.7) for motor-vehicle traffic 
deaths 


SOURCE: Mortality data from the National Vital Statistics Systems. Available at http://www.cdc.gov/nchs/ 
deaths.htm. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending December 16, 2006 (50th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 
week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 


1 ) 2 23 





Disease 





39 
97 
19 
136 


NY (10), MN (7 
NY (8), MO (1 


OH (1), MN (20), NE (1), KS (3) 


0), KS (1), WV (1), OK (1) 


w “ i 
NoOo-ON= 
“On OCuUN 


—~ZZ 





Cum: Cumulative year-to-date co 
are provisional, whereas data for 2001, 2002, 2003, 2004, and 2005 are finalized 
yunts for the current week, the two weeks preceding the current week, and the two weeks following the current week, for a total of 5 
Ss available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 
non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector 
es (proposed) (ArboNET Surveillance 
nfluenzae (all ages, all serotypes) are available in Table II 
nthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (proposed). Implementation of 
ices the number of cases reported. Pediatric HIV data will not be updated monthly for the remainder of this year due to upgrading of the national HIV 
veillance data management system. Data for HIV/AIDS are available in Table IV quarterly 
1 weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases (proposed 
sles cases were reported for the current week 
meningococcal disease (all serogroups and unknown serogroups) are available in Table II 


° me } 
»d weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 
(50th Week)* 





Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 week Med Max 2006 


United States 10,779 19,400 35,170 920,951 922,611 180 151 


New England 1,069 640 32,499 31,503 — 
Connecticut 613 173 ; 9,751 9,582 N 
Maine 50 5 2,189 2,166 N 
Massachusetts 297 é 14,764 13,912 
New Hampshire 3 1,911 1,778 
Rhode Island 106 7 2,851 3,148 
Vermont — 1,033 917 
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38 282 
35 35 
6 43 
14 88 
50 

14 
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Mid. Atlantic : 115,765 114,156 
New Jersey 16,110 18,447 
New York (Upstate) 24,058 23,067 
New York City 3 } 7 36,999 37,082 
Pennsylvania 7 1 38,598 35,560 
E.N. Central 150,394 157,919 
Illinois 49,558 48,685 
Indiana 18,420 19,320 
Michigan 33,593 28,181 
Ohio 30,717 41,970 
Wisconsin 18,106 19,763 


W.N. Central 56,892 56,718 
lowa 7,104 
Kansas 7,139 
Minnesota 11,817 
Missouri 21,580 
Nebraska 4,888 
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American Samoa 
C.N.M.1 

Guam 

Puerto Rico 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 
Chiamydia refers to genital infections caused by Chiamydia trachomatis 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 


(50th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Current 


Reporting area week 


Previous 


52 weeks 


Med 


Cum 


Max 2006 


Previous 


Current 


week Med 


52 weeks 
Max 


Cum 


2006 


Cum 
2005 





Previous 


Current 


week Med 


52 weeks 


Max 


Cum 
2006 


Cum 


2005 





United States 199 
New England 
nnecticut 


e 
Maine 


vias 


Mid. Atlantic 


w York (Upstate) 


S. Atlantic 


aware 


E.S. Central 
Alabama 


W.S. Central 


Arkansa 


n islands 


318 


1,029 16,335 


75 
31 
13 


3,404 6,593 14 
108 
42 
2 
47 
3 
9 


4 


651 
102 
121 


76 
ihe) 


226 
251 
371 
161 
261 
299 
133 


369 


136 


288 
241 
B 
86 
9 
19 
4 
014 
160 
455 
377 
401 


7,047 


711 
249 


5,880 


685 
172 
446 

62 
124 
105 


120 
359 
80,735 
1,431 
1,824 
2,191 
16,504 
6,319 
16,625 
8,545 
6,330 
966 
791 
193 
250 
234 
9,114 
753 
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Commonwealth of Northern Mariana Islands 


pie No 


reported cases 


N: Not notifiable 


ce data for reporting year 2006 is provisional 
ns data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date 


counts 


Med: Median 


Max: Maximum 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 
(50th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum 
Reporting area week 2006 2005 week Med Max week Med Max 2006 
United States 1 BE § 3,170 x 574 2 27 2,307 


122 











New England : 20 158 
Connecticut 2 40 
Maine 

Massachusetts 

New Hampshire 

Rhode Island’ 

Vermont 

Mid. Atlantic 

New Jersey 

New York (Upstate) 

New York City 

Pennsylvania 

E.N. Central 


inois 


9 


Indiana 
A sinan 
Michigar 
Ohio 


Wisconsin 


W.N. Central 


S. Atlantic 
Delaware 


‘ 


District ¢ 
Florida 
Georgia 
p ' n 
Maryle 


rth 


West Virginia 


E.S. Central 
Alabama 

Ke ntuck 
M 


cy 


W.S. Ce 
Arkansa 
Oklahoma 
Texa 
Mountain 


Arizona 


j n lands 
irgin Islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
, Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 


(50th Week)* 


























Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 142 229 2,153 16,651 20,985 6 26 125 1,223 1,352 
New England 11 23 780 2,873 3,949 1 1 11 48 74 
nnecticut 1 9 753 1,671 1,043 —_ 0 3 11 20 
Mair 1 34 280 247 0 1 4 5 
Ma ssetts 0 12 33 2,323 - 0 3 19 39 
dampshire 1 4 94 558 246 - 0 3 10 6 
Rhod ind 0 93 235 37 1 0 8 3 2 
1 5 96 53 — 0 1 1 2 
Mid. Atlantic 1 132 1,17€ 9,379 11,870 1 6 13 273 348 
New Jersey 2° 173 1,918 3,345 0 3 28 77 
Ww k (Upstate 59 1,150 3,987 3,886 1 11 46 49 
New York City 1 18 164 397 _ 3 9 152 186 
nnsylvania 18 35 231 3,310 4,242 1 1 4 47 36 
E.N. Central 9 150 1,443 1,728 1 2 7 130 146 
f C 127 - 1 4 57 73 
ndiar 30 0 3 11 8 
t 5 61 0 2 16 22 
g 57 1 0 3 28 28 
Wiscor 8 146 1,453 0 2 18 15 
W.N. Central 31 € 169 84 935 0 32 61 46 
Na 1 8 87 91 0 1 2 8 
Ka y 4 3 - 0 2 7 7 
Mir i 167 729 820 0 30 39 11 
M 2 13 15 0 1 6 17 
. : 11 4 0 1 5 3 
akota 3 0 1 1 - 
akota 1 ?. 0 1 
S. Atlantic 1€ 1,820 248 6 15 31 310 
elaware 28 465 639 0 1 5 3 
t nt 7 59 B . 0 2 - 11 
45 1 1 4 61 64 
} j 6 1 6 80 49 
Marvia 3 877 1.218 1 5 68 99 
4 29 44 0 8 28 38 
2 18 20 - 0 2 10 10 
28 94 251 1 9 52 33 
é 44 14 17 0 1 3 
E.S. Central 3 3€ 36 0 3 24 30 
Alabama 3 16 3 0 2 11 6 
Kentuck j 0 1 4 10 
1 0 1 4 _ 
ef 12 28 0 2 5 14 
W.S. Central 18 7 1 31 83 121 
Arkansa 5 0 1 2 6 
ana ) 3 0 1 5 5 
klar i 0 2 7 10 
Texa 8 6 1 29 69 100 
Mountain 27 4 1 9 67 54 
Ar ] 2 8 8 0 9 23 13 
1 1 0 2 16 25 
jat 6 2 0 1 1 _ 
Monte - 0 1 2 
Nevada 3 3 — 0 1 4 4 
New Mex 2 3 0 1 4 3 
4 1 6 2 — 0 2 17 7 
y J 1 1 3 0 0 2 
Pacific 3 4 13 121 2 4 13 226 223 
Alaska 0 1 4 ave 0 4 23 6 
f 3 } 3 12 86 2 3 8 150 167 
dawa N 0 0 N — 0 2 8 18 
yreg 0 2 14 21 0 2 12 13 
Va 0 3 3 10 ~ 0 5 33 19 
| Sar | U 0 J U U U 0 0 U U 
iM U C 0 U U U 0 0 U U 
ou — 0 0 
Puerto R N ) N N — 0 1 1 4 
rgin Islands 0 - 0 0 — 
N.M.|.: Commonwealth of Northern Mariana Islands 
navailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


jence data for reporting year 2006 is provisional 


ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 
(50th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week 2006 2005 week Med Max 2006 week Med Max 2006 2005 


United States 9 : 1,022 1,162 7 











183 257 2,877 12,536 22,339 


4 23 1,101 1,498 
5 45 78 
96 54 
594 1,109 
185 133 
70 
111 


New England 
Connecticut 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island’ 
Vermont' 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
W.N. Central 
lowa 

Kansas 


Minnesota 


— © 


— W 
Ohny—-N&® 


b 
ro) 


799 
185 
890 

64 
660 
063 
453 
231 
602 
609 
168 


Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 
District of Co 
Florida 
Georgia 
Maryland 
North Carolina 
South Carolina 
Virginia 


West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississiopi 


Tennessee 


W.S. Central 
Arkansas 
LOuISiana 
Oklahoma 
Texas 


Mountain 


YOO 

idano 
Montana 
Nevada 
New Mexico 
Utah 


Wyomir g 


Pacific 

Alaska 

Californic 

Hawai 

Oregon 
Washington 
American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 
(50th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2005 week Max 2006 2005 
United States 31 121 239 6,026 5,628 5 1,776 453 2.291 40,483 42,429 


New England 3 12 26 644 685 3 481 1,746 2,096 
Connecticut °3 14 204 _ 473 455 
Maine 1 2 8 119 — 119 162 
Massachusetts 3 1 178 782 117 
New Hampshire 1 1 5 52 208 174 
Rhode Island 89 
Vermont 75 

4,873 
803 
271 
185 
,614 


969 
162 
828 
923 
282 
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Commonwealth of Northern Mariana Islands 
Jnavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Jence data for reporting year 2006 is provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 


(50th Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
Current 52 weeks 
Reporting area week Med Max 


Cum 
2006 


Previous 


Current 
week 


Cum 
2005 


52 weeks 
Med 


Max 


Cum 


Cum 


2006 2005 


Previous 


Current 
week 


__52 weeks _ 


Max 


Cum 
2005 


Cum 
2006 





United States 94 53 297 


108 
107 


3,026 
282 
107 


New England _ 
Connecticut _ 
Maine 

Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
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Indiana 
Michigan 
Ohio 
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185 
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Commonwealth of Northern Mariana Islands 
N: Not n 
year 2006 is provisional 


reported cases 
or reporting 
0157:H7 


rtec thr 


tifiable 


available N 


Jata repo 


ga toxin positive, serogroup non-0157 
ugh the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-t 


and Shiga toxin positive, n 


date Cc 


t ser 


\grouped 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 
(50th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Current 
Reporting area week Med Max 2006 week Med week 











United States 8 51 33 42¢ 173 y: : 8 63 ; 668 


New England 


Mid. Atlantic 


No - 


E.N. Central 


Ww @ 


W.N. Central 


E.S. Central 


W.S. Central 


Mountain 





to-date counts 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 16, 2006, and December 17, 2005 


(50th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
Current 52 weeks Cum 


Reporting area week Med Max 2006 


Non-neuroinvasive 





Cum 


Current 


week 


Previous 
52 weeks Cum 





United States 1 ‘ 1.396 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


Kar 


S. Atlantic 


E.S. Central 


Ke 


W.S. Central 


Mountain 


Pacific 


2005 


Med Max 2006 


383 2.459 
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TABLE lil. Deaths in 122 U.S. cities.” week ending December 16, 2006 (50th Week) 
All causes, by age (years) All causes, by age (years) 























All P&l' 

Reporting Area Ages | >65 45-6 | aaa 1-24 Total Reporting Area | >65 45-64 | 25-44 | 1-24 | <1 
New England 6€ 397 125 7 57 S. Atlantic 2 2. 283 31 42 
MA 8 8 4 , ; Atlanta, GA 1 1 43 ‘ 

Baltimore, MD 53 8 47 
Charlotte, NC 17 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 
E.S. Central 
Birmingham, AL 
Chattanooga, TN 
™ 


KY 


-_ 


lle, TN 


W.S. Central 
Austin, TX 


Mountain 


Albuquerque 


Pacific 
Berkele 


Fresnc 


oacra 


an Vie gc 


san Francisco 
san Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 











most of which have populations of >100,000 sath is reported by the place of its 
ncluded 


partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals December 17, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 








Notifiable Disease Data Team and 122 Cities Mortality Data Team 
Patsy A. Hall 
Deborah A. Adams Rosaline Dhara 
Willie |. Anderson Vernitta Love 


] 1 
Lenee Blanton Pearl C. Sharp 

















December 22, 2006 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and is available free of charge 
in electronic format. To receive an electronic copy each week, send an e-mail message to listserv@/istserv.cde.gov. The body content should read SUBscribe mmwr- 
toc. Electronic copy also is available from CDC's Internet server at http://www.cdc.gou/mmwr or from CDC's file transfer protocol server at fip:/Ifip.cdc.ge 


publications/mmwr. Paper copy subscriptions are available through the Superintendent of Documents, U.S. Government Printing Office, Washingtor 
20402; telephone 202-512-1800. 


Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes at close of busin 
Friday; compiled data on a national basis are officially released to the public on the following Friday. Data are compiled in the National Center for Public t 
Informatics, Division of Integrated Surveillance Systems and Services. Address all inquiries about the MMWR Series, including material to be consider 
publication, to Editor, MMWR Series, Mailstop E-90, CDC, 1600 Clifton Rd., N.E., Aclanta, GA 30333 or to www.mmwrq@edc.gov. 





All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, however, is appreciat 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Se: 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of these organizati 


their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the content of these sites. URL addresses lis 
MMWR were current as of the date of publication. 


) 


U.S. Government Printing Office: 2007-623-038/40096 Region IV ISSN: 0149-2195 





ECCOe VO ‘VAINVILY 


SSANISNSG WWIDSIAAO 
(DAD) NOILNSAS34d GNV IONLNOD 3SV3ESIG 4O4 SUSLNAD 


“HOEY NNV 


a 
m 
4 
c 
a 
2 
W 
m 
P 
< 
2) 
m 
a 
m 
3) 
c 
m 
0) 
+ 
m 
0 


ooe$ ASN ALVAIYNd HOS ALIVNAd 





SADIAUSZS NYWNH GNY HLIV3H AO LNAWLYVd3aG 





v8Z-D “ON HUled 
909/SHd 
dGivd $334 8 3DVLSOd 
VW SSV19-LSHl4 














rea 
5 iat 
Por 


ee 


oe ae 


he thee 





